Cognitive impairments and depression in Parkinson's disease Starkstein et al' present a follow up study of depression and cognitive impairment in Parkinson's disease (PD). Central to the concept of this paper is the meaning of the term "depression". The literature concerning affective disorder and PD uses the term inconsistently. Variously, it has referred to a general clinical opinion of a morbid state; to a state diagnosed by the summation of symptoms and signs greater than a cut-off score on an ordinal rating scale; and to a clearly defined syndrome as described in DSM III "Major Depression". The latter usage is preferable. "Major Depression" has been criticised because "many physically sick individuals could be included simply on account of their physical illness and without the necessity to postulate the presence of mental disorder".2 Of the additional features (in addition to lowered mood) which are required to diagnose "Major Depression", most can occur solely as a result of PD. Dakof and Mendelsohn' stated "For Parkinson patients, many of these symptoms are likely to be part of the primary pathology of parkinsonism and not an indication of depression. At present, there is no way to make a distinction".
Starkstein et al do not appear to have appreciated these difficulties. They used a very low cut-off (7 and above) on the HDRS, an ordinal rating scale. About half the items on the HDRS could be confused by the cross over of the features of affective disorder and PD. They validated this against DSM-III "Major Depression" which has problems as described above. Furthermore, the DSM III diagnosis was made by using the PSE which generates diagnoses from ICD-9 rather than DSM-III. This procedure should be validated itself before being used as a "gold standard" for validating the Even after using non-parametric data, depressed patients showed a significantly faster cognitive decline. Eight of the 18 depressed patients (44%) had a follow up MMSE score in the abnormal range, compared with three of the 31 non-depressed patients (10%) (X2 = 7-*,df = 1,p < 0005).
We believe the low number of depressed patients with PD receiving treatment for depression is not the consequence of a low degree of morbidity, but the fact that depression may not be diagnosed unless a standardized psychiatric evaluation is used.
Finally, the finding of significantly more severe tremor, rigidity and akinesia in the depressed compared to the . non-depressed group is the result of a significantly longer duration of illness. In support, when depressed and non-depressed patients were matched for duration of illness, no significant between-group differences in tremor, rigidity, and akinesia were observed (paired t = 1-62, 0 34, 0 72, respectively p = NS). SERGIO The style is necessarily didactic and the advice generally sound though some will take exception to the apparent compulsion to do something in all circumstances: a symptom of the enthusiasm of the less experienced. The A to Z plan is at first sight user-friendly, but I found it irritating. "Acoustic nerve-see calorics, cranial nerves, hearing, vertigo; Meningioma-see computed tomography, tumour; Subarachnoid haemorrhage-see haemorrhage; Sydenham's chorea-see chorioathetosis" (sic).
The authors and editors have plainly laboured hard to distil so much practical information into so small a space. They are to be congratulated on the result which will be a popular and valuable aid to all juniors in the wards.
JMS Other necessary requirements for contemporary stereotaxy are described. Thus, one chapter is devoted to features of operating theatre design to accommodate stereotactic work efficiently and another to the integration of the computer as a neurosurgical instrument. The author, and his colleagues in medical physics and computing, were pioneers in the use of neuro-imaging to control volumetric excision of brain tumours; employing stereotactic systems which allowed interaction between the surgeon and the diagnostic brain images available in the scanner to take place in real time during the course of a craniotomy performed under stereotactic conditions. This book is the operating manual for this system. The theoretical technical limits of accuracy achievable are discussed in depth and the reader is made aware ofhow practical answers to many problems have been arrived at. The clinical application to tumour biopsy and excision is described with reference to the author's very large clinical series and detailed descriptions are also provided of stereotactic third ventriculostomy and of stereotactic interstitial and external beam radiotherapy together with radiosurgery. The author describes and evaluates classical non-stereotactic neurosurgical operative techniques and demonstrates the particular indications for which stereotactic methods represent improvement in accuracy and lessened morbidity. He also makes the point that stereotactic surgery can save money in health care. In the final section he reviews future trends including robotic methods and holographic imaging displays.
This monograph is a tour de force by a leading stereotactic neurosurgeon, and will rank alongside that small number of similarly distinguished publications, including some
